Mycobacterium avium-intracellulare (MAI) is one of the atypical mycobacteria, and MAI infection is well described in immunocompromized patients. While MAI may cause lung disease in non-HIV infected individuals, spinal osteomyelitis due to MAI in immunocompetent patients is extremely rare. In this report, we describe a case of spinal osteomyelitis due to MAI in an immunocompetent patient. MR findings of the spinal lesion were similar to those of tuberculous spinal osteomyelitis, rather than pyogenic disease.
CASE REPORT
A 65-year-old man was admitted to hospital because of lumbago and intermittent claudication. He had undergone laminectomy of the fifth lumbar vertebra due to spinal stenosis five years before the present admission. On admission, the general condition was good and chest radiograph did not demonstrate any abnormalities. Laboratory test findings were unremarkable. Human immunodeficiency virus (HIV) test was negative. He had no history of diabetes and was not receiving steroid therapy.
MR study was performed under a diagnosis of spinal disorder. Sagittal T1-weighted MR imaging showed hypointense lesion from L4 to L5, extending to the paravertebral region ( Fig. 1A) . Sagittal T2-weighted MR imaging showed very hyperintense areas in the extended region and in the L4-5 intervertebral disc ( Fig. 1B) . Rim-like enhancement was demonstrated in the lesion after gadolinium administration (Fig. 1C , D). Those findings appeared to show discitis and vertebral osteomyelitis with intraosseous extension to paravertebral abscess. Infectious vertebral osteomyelitis, especially due to tuberculosis (TB) was interpreted from these MR findings. Open drainage and surgical debridement of spinal lesions was performed under the initial diagosis, vertebral osteomyelitis due to TB. After four weeks, cultures of samples from the necrotic tissue grew mycobacterium avium. None of the cultures grew TB. The antimicrobial regimen was changed from TB, to that for MAI. Treatment for MAI, Clarithromycin (800mg/day), rifampin (450mg/day), ethambutol (750mg/day) was started the day after we recieved the culture reports. Postoperative recovery was good, and the patient's complaints were improved.
DISCUSSION
In non-immunocompromised individuals spinal osteomyelitis due to MAI is extremely rare. Non-AIDS patients with MAI infections tend to be elderly, have underlying pulmonary disease, and have been taking steroids on a long-term basis. Rarely, such patients may subsequently develop vertebral osteomyelitis [ 1 ] .
Trauma, surgical procedure, old age, preexisting pulmonary disease, bone marrow transplant, and osteoporosis are risk factors for skeletal infection from MAI complex, as are HIV infection, chronic steroid therapy, and other immunocompromised conditions [ 2 ] . The past surgical history, laminectomy of the fifth lumbar vertebra, in the present case may have been involved the spinal MAI infection.
Spinal involvement of non-tuberculous mycobacteria has mainly been described in case reports, and few reports have described the Magnetic Resonance appearance of vertebral osteomyelitis due to non-tuberculous mycobacteria precisely, even though MR imaging seems to provide the most useful information for diagnosis of spinal infection. MR findings of MAI seem to be similar to findings of tuberculous spinal infection [ 1 , 3 , 4 , 5 ]. These findings accord with the present case. However, numerous atypical mycobacteria are known to cause musculoskeletal system infection in humans [ 6 ] . MR findings of spinal osteomyelitis due to atypical mycobacteria other than MAI do not always appear similar to those of tuberculosis, therefore at this time, MR findings of the atypical mycobacteria should not be discussed as a single subject.
Because the antimicrobial regimens of MAI vertebral osteomyelitis are not same as these of tuberculosis, MAI infection must be considerd in any patients showing MR findings mimicking tuberculous spinal osteomyelitis, even if the patient is not immunocompromized.
